A hyperventilation clinic was established specifically to deal with patients referred from the accident and emergency department with the hyperventilation syndrome. This was run by a staff nurse, who counselled the patients and taught abdominal breathing techniques and relaxation. In 30 patients so managed, 63% said their symptoms were much better or had completely gone and in only 6% was there no improvement; 43% had previously had more than one attendance at the A&E department, but following treatment only 2 patients represented during 5 months of follow up. The use of a nurse counsellor seems to be a simple and effective approach to managing these patients and considerably reduces both casualty and outpatient physician time.
Introduction
Hyperventilation is defined as alveolar ventilation in excess of metabolic requirements which produces significant falls in the carbon dioxide levels in the blood. In about 2% of cases this may be an acute attack associated with huge gasping respirations and tetany. The more common presentation is produced by intermittent, short-term fluctuations in carbon dioxide content of the blood, when the symptoms produced are subtle, mimicking and sometimes exacerbating organic conditions. Probably the most important aid to diagnosing the underlying condition is to even consider it and to establish some of the more classical symptoms and signs. These include an inability to take a deep and satisfying breath, giddyness or paraesthesia associated with the major symptom (e.g, chest pain) on activity or with emotion, excessive sighing or sniffing (volunteered by patient or spouse/partner) and the observation of an upper thoracic mode of breathing', These patients frequently present in the accident and emergency (A&E) department, sometimes brought in by ambulance because of the frightening nature of the symptoms. Even if the diagnosis is made, a 'paper bag' and simple reassurance is often not enough, and the patient represents both to the A&E department and the general practitioner, or is referred for specialist opinion for blackouts or chest pain. This paper presents an approach to the management of such patients using a nurse counsellor.
Methods
Medical and nursing staff within the A&E department at Charing Cross Hospital, London, were informed about the inception of a hyperventilation clinic run by a staff nurse (SP) on two afternoons per week. They were given oral and written information (SP and LF) about the syndrome and likely clinical presentations in order to refer appropriate patients. Thirty consecutive patients referred from the A&E department with a provisional diagnosis of the hyperventilation syndrome were studied. Routine examination including chest X-ray and electrocardiograms had excluded important organic disease.
Patients saw the nurse in the clinic who took a further history about symptoms, precipitating factors and lifestyle. All patients completed the Grossman questionnaire for hyperventilation", This 35-item checklist for the principal symptoms of hyperventilation is well validated. A score greater than 30 is considered to indicate a high probability of the subject having the hyperventilation syndrome. A simple 10 cm visual analogue scale for patients' assessment of the severity of symptoms was completed at the first clinic visit:
How severe are your symptoms at the moment? Not at all Most severe ever
The subsequent treatment involved explanation about the symptoms and physiological causes of the hyperventilation syndrome. Patients were also given suitable literature about the syndrome and its effects3.4. Controlled abdominal breathing was taught both as a specific manoeuvre and as part of a general relaxation technique". The shift from upper thoracic breathing to a diaphragmatic mode was initially practised at rest but then incorporated into all the patients' daily activities. Spouses and partners were encouraged to learn the technique as well. The patients were asked to perform the specific breathing exercises at least 3 times per day for approximately 15 minutes if possible, attempting to decrease the rate of respiration over the learning period to about 10-12 breaths per minute. They were also shown how to take their radial pulses to learn how this controlled respiration slowed the pulse and had a general calming effect. Patients were instructed to take their pulses before exercise or other activities that had previously caused exacerbation of their symptoms and to use it as a marker of arousal and calmness.
Counselling was given concerning specific trigger factors and general emotional upset, and this often necessitated the teaching of 'normal' expression of feelings. Sleep patterns were also assessed, since this is a feature of the hyperventilation syndrome that we consider to be important in allowing symptoms to Results are presented as mean j s.e.tmean) and/or with a range. Paired ttests and non-parametric correlations have been used as appropriate. 8 Previous attendance at the A&E department Seventeen patients had never previously attended, while the other 13 had attended with the same complaint: 4 had been once, 5 twice, 3 three times and one four times. During the five months of follow up only two patients have subsequently represented to the A&E department. One of these had a questionnaire score of 24, suggesting that his problems were not principally hyperventilatory in nature. The other patient had been told by her general practitioner that
Major somatic symptoms
In 11 patients the principal somatic complaint was of chest pain, 12 patients complained of shortness of breath and palpitations, whilst in 7 patients the main complaint was blackouts. An altered sleeping pattern was documented as important and worrying in all patients studied. In the majority this was correctable using the methods described above. In two patients benzodiazepines were prescribed for one week to produce an improved sleep quota.
Results
Fourteen men and 16 women were enrolled in the study group. The mean age was 35.06 years (range 14-74; mode 21). The mean age for the women was 37.9 and for the men 31.7 years. The mean score of the hyperventilation questionnaire was 47.3±2.38 (range 24-73). Only two patients scored less than 30. There was no association between the age or sex of the patient and the total score on the questionnaire, nor with the total number of clinic visits required to help the patient.
Patients' assessment
The mean visual analogue score (VAS) for severity of symptoms at the first clinic visit was 7.7 ±0.3 (range 4-9.9), and on the final clinic visit was 2.2±0.28 (range G--6.1). This difference (7.7±2.2) was highly significant (P<O.OOO). The patients were asked to rate on the ordinal rating scale (ORS) any improvement in symptoms. One patient said the symptoms were the same; 10 said they were better; 13 said they were much better; and 6 said they had completely gone. Thus 63% of the patients rated their symptoms as either much better or completely gone. Using nonparametric correlation, there was a significant association between the measured difference from beginning to end on the VAS and the patients' rating of improvement on the ORS (r=O.64; P<O.OOO).
she had 'asthma', despite the PEFR being normal and no benefit being demonstrated following the use of a Ventolin inhaler. However, there appeared to be a manipulative component to her attendances at the hospital.
Discussion
The initial briefing of the A&E medical and nursing staff was important since many, whilst aware of the hyperventilation syndrome, were not very knowledgeable about it. The high scores on the hyperventilation questionnaire demonstrated that the patients' subsequent referral to the hyperventilation clinic was appropriate. It is well recognized that it is difficult to make an objective assessment of patients with the hyperventilation syndrome. Blood gases are not always taken and, when they are, the acute period of hypocarbia may have been missed. It may be appropriate to keep copies of the hyperventilation questionnaire in GP surgeries and A&E departments in order to aid diagnosis and subsequent referral.
The nurse-based hyperventilation clinic proved to be popular and easy to run. The A&E staff were grate-
Clinic visits
The majority of patients (17) visited the nurse in the clinic on three occasions in total. Eleven patients only needed two visits whilst 2 patients saw her on four occasions. These appointments lasted approximately one hour. The mean time between the first and last visit was 19 days (14-29).
Trigger to hyperventilation
Most of the patients experienced intermittent symptomatic periods. The commonest trigger to hyperventilation seemed to be emotional (67.7%), ranging from threat of job dismissal, increased workload, bereavement, anxiety about performance, inability to handle excitement to disharmony in personal relationships. In the remaining 9 (30%) patients the principal . cause was considered to be a habitual upper thoracic breathing pattern alone. Once onset of symptoms occurred, a feeling of loss of control was frequently commented upon and the intensity of these symptoms increased such that patients became frightened and sought the advice of their general practitioner or attended the A&E department. Many patients were unaware of the self-perpetuating nature of the condition, and explanation about this and an emergency drill using a paper bag to rebreathe the expired carbon dioxide helped many to feel more in control. 5 completely gone 4 much better 3 better 2 same worse 1 become manifest. Problems relating to sleep disturbances were treated using relaxation techniques, institution of regular sleeping hours together with the use of night-time drinks (e.g. Horlicks) and avoidance of heavy meals and alcohol late at night", and the use, on some occasions, of chemist-bought promethazine. Advice on general lifestyles and 'stress' management was frequently given, both on reorganizing time schedules, incorporating extra activities outside of work or home environment and general reassessment of the excessively high demands to which some patients were subjecting themselves.
We have given this counselling/training approach the acronym SABRES, to remind the therapist of the important areas that may need attention: S for adequate sleep, A for counselling of arousal, B for training in abdominal breathing, R&E for extension of these factors into daily life and balanced periods of rest and effort, and S for re-establishment of selfesteem, a process we see best achieved by demonstrating to the patient a power (or autonomy) over his own condition 7 • On the last clinic visit the patients repeated the same visual analogue scale to score for severity of symptoms. An ordinal rating scale was also completed to assess the patients' subjective assessment of improvement in symptoms:
ful for a suitable avenue of referral and increasingly noted the subsequent non-attendance of those same patients in the department. The role of the nurse counsellor in this situation was seen merely as an extension of the nursing process, which aims to assess each patient individually and plan a suitable mode of action for recovery. Relaxation techniques and abdominal breathing are normally practised and taught in our cardiology department by the nursing staff and so did not represent any new learning processes for the nurse in charge of the clinic. One of us always provided medical backup if required, though this was not in fact needed. Many of these patients had marked somatic symptoms referable to the cardiovascular, respiratory and neurological systems which are frequently so enduring in nature that eventually specialist opinion is sought". We consider that this clinic has demonstrated a valuable saving of outpatient and A&E physician time.
This approach to treatment of the hyperventilation syndrome appears to have produced good results in a relatively short period of time. We consider that this reflects attention to all areas in the patients' lifestyle including sleep, emotional arousal and daily activities, as well as teaching abdominal breathing techniques, which when used alone appear to take considerably longer to produce effective resulta'",
